Objectives-To identify the proportion, and range across intensive care units, of intensive care patients who might potentially be managed on a high dependency unit (HDU) using three different classification systems. Methods-8095 adult patients admitted to 15 intensive care units in the south of England between 1 April 1993 and 31 December 1994 were studied. Patients were identified as potential HDU admissions if their APACHE III derived risk of hospital mortality was s10%, if they were categorised as a low risk monitor (LRM) patient using the Wagner risk stratification method, or if they did not require advanced respiratory support (ARS).
In the USA and the UK critically ill patients appear to have a better outcome if admitted to intensive care units directly from the accident and emergency (A&E) department," 'in comparison with those from general wards. In the UK in particular, some critically ill patients will be admitted to general wards from the A&E department because of the lack of high dependency or intensive care beds.
Opinions vary concerning the use and provision of high dependency or intensive care beds.3'-2 At present only approximately 15% of UK hospitals possess a high dependency unit (HDU),'3 '4 yet studies from individual hospitals have suggested that up to 40% of patients currently admitted to an intensive care unit might be more appropriately managed in a HDU if one was available.3 9 101215 Although these estimates generally rely upon subjective assessments of the need for HDU care, several objective methods have been described.3 111617 Kilpatrick et al have suggested that patients may be safely nursed on a HDU if their predicted hospital mortality, derived using the acute physiology and chronic health evaluation II (APACHE II) scoring system,'8 is < 10%.3 This mortality prediction assumes that the patient is managed on a intensive care unit and may not be valid if the patient is nursed on a HDU instead. '9 Wagner et al have described an alternative method which uses a risk stratification system. 16 Intensive care unit admissions are categorised into active treatment, high risk monitor (HRM), and low risk monitor (LRM) groups; the distinction between HRM and LRM is made using the predicted risk of receiving active intensive care unit type treatment (>10% for the HRM group and <10% for the LRM group). Wagner et al suggest that LRM patients, who by definition have low intervention and low mortality rates, could be appropriately placed in a HDU. Some of the active treatment modalities, identified as requiring intensive care unit admission in the USA, can, in our opinion, be managed in a less dependent area in the UK and, therefore, Wagner's technique may not be transferable. In the UK, patients who do not require advanced respiratory support (ARS)-for example nasotracheal or orotracheal intubation, mechanical ventilatory support (excluding mask continuous positive airways pressure (CPAP) and We postulated that the number of intensive care unit patients who might be classified as Individual data from each of the 15 intensive We then identified those scored patients who care units are shown in table 3. required ARS. This was defined as the need for There were statistically significant differmechanical ventilatory support (excluding ences between the 15 intensive care units with mask CPAP and non-invasive, for example respect to the percentage of scored patients mask, ventilation), nasotracheal or orotracheal admitted for medical reasons (mean 55.3%, intubation.
range 37.5%-78.7%; p<0.0001) and after The number of intensive care units admis-elective (mean 27%, range 11.3%-40.6%; sions in each centre which might have been p<0.0001) and emergency operations (mean cared for in an HDU environment were then 17.7%, range 10%-34.4%; p<0.0001). For the quantified using three different criteria: (a) purpose of this analysis we used the definitions those with a s 10% risk of mortality using the of medical and surgical admissions in the APACHE III system (Apache III group); (b) APACHE III scoring system.20 We also showed Table 3 Details of admissions to the 15 intensive care units studied describing the numbers admitted and scored, the number with a hospital mortality as predicted by APACHE III of 6 10%, those in the LRM group, and those not receiving 
unit (p<0.0001). In addition, no matter which of the three methods was used, there were significant differences between the 15 units (p<0.0001) with regard to the number of potential HDU patients identified within the scored population.
Discussion
The inappropriate placement of high dependency patients in intensive care beds may lead to an increase in costs, greater numbers of patient transfers between intensive care units, delays in transferring critically ill patients from A&E units, and the cancellation of major routine surgery.`However, most methods of identifying HDU patients from within the intensive care unit population are subjective which may make categorisation invalid. A small number of publications suggest specific objective criteria,'" 16 increased morbidity and mortality. '9 The finding that approximately 50% of scored patients in 15 intensive care units in the south of England might require only high dependency care could suggest that the UK possesses adequate numbers of intensive care beds, but that their correct use is often hampered by a lack of high dependency facilities. The solution almost certainly involves a combination of actions. Intensive care beds, which are used predominantly for high dependency care, should be reclassified and restaffed as high dependency beds. In addition, intensive care beds should be redistributed to those hospitals that already cancel a significant number of major acute surgical procedures and/or undertake many interhospital transfers because of a lack of local intensive care resources, after ensuring that these are not the same hospitals that fill intensive care beds with HDU patients. There may also need to be an expansion of HDUs to cater for the significant number of patients on the general wards who might also benefit from this level of care4 and who have not been considered by our study.
We would like to thank the Directors and staff of the intensive care units of the South West Thames Intensive Care audit group for their permission to use data from their units. Since moving from the UK to work in the southern hemisphere in March 1997, life has taken on a new meaning. Not only do I get non-stop criticism about the state of northern hemisphere rugby (in particular England), but I also find myself regaining control of the airway. Airway management is much more part of the emergency physician's work than in the UK and there is no formal "ownership" of it by anaesthetists. I therefore reviewed the second edition of this paperback with great interest. The first thing I noticed is that it is lighter and thinner than the first edition by approximately 60 pages. Chapters on pre-hospital care and management of patients with multiple injuries have both gone and there has been some subtle fine tuning in the editing process. Otherwise the book is very similar to the first edition and has the standard format of other books in this series. Personally, I find them easy to read and restful on the retina.
This book makes an excellent introduction to the subject and I enjoyed reading it. It is not, however, a standard reference source or a pocket "bible". For example there is only a superficial mention of topics such as fibreoptic intubation, transtracheal jet insufflation, and no mention of the Combitube or retrograde intubation. Although assessment of potentially difficult airways using the Mallampati criteria is clearly mentioned, as is measurement of the distance between the hyoid bone and the chin, their importance would be emphasised if they were in the same section, rather than approximately 80 pages apart. The above topics clearly all relate to management of the difficult airway and it would be useful to have an example of a difficult airway algorithm, even if it is actually outside the scope of the book.
There are some minor niggles. The current buzz words "conscious sedation" are not referred to, although sedation is discussed well. My experience in Australasia is that midazolam is often used as an induction agent and I could find no reference to this role. In recent years topical adrenaline and cocaine paste has become popular in the UK for topical anaesthesia (and has been written about in this journal), but I could find no reference to it in the section on topical anaesthesia.
One recommendation slightly surprises me. The authors recommend that a straight bladed laryngoscope can be used up to the age of about 6 months, whereas the Advanced Paediatric Life Support course recommends a straight bladed laryngoscope for at least the first 12 months of life and possibly for the first five years. This reminds me of the old adage that if you were to ask three orthopods how to manage a specific fracture, you'll get five opinions.
Overall, I think this book is an excellent introduction to the subject. Medical students, junior doctors at the start of their training, and nursing staff will all find it extremely useful. The experienced anaesthetist or Australasian nurtured emergency physician will find it an interesting read, but it will not answer all their queries.
GEOFF Climbing big mountains is a dangerous business. Time was when chain smoking, tweed jackets, and a diet of quails' eggs was regarded as the best prophylaxis for mountain sickness. How medicine has changed. The second edition of this book is a credit to its authors. They have achieved something that I have often regarded as impossiblewriting a text that is as suited to the medical profession as it is to the general public. I have come across their first edition in many strange parts of the world as a lightweight addition to the rucksacks of travellers of all age groups. It is a thoroughly comprehensive review of high altitude medicine, without surplus fact, focusing the reader down to the essentials he or she requires. The book would also be a good companion for those who are travelling to lower levels and to under-developed parts of the world, though I imagine that was not the authors' intention.
How I wish this book had been available when I accompanied an expedition to Everest. I remember frantically searching for a suitable list of items to take. Such lists were few and far between. Yet here, in The High Altitude Medicine Handbook, an example of an expedition medical kit is to be found. I would suggest all those providing medical cover for expeditions to remote places seek out this list first before developing their own ideas. Much of the work has already been done for you.
I sense the hand of Pollard-he is a respected paediatrician-in the chapter covering the effects of altitude on children. Thought by some to be an irresponsible act, children nevertheless have increasingly appeared at high altitude in recent years. The real problem is not that a child is more susceptible to high altitude but that he or she may not be able to express what they are feeling. Death can be very rapid if early symptoms are ignored.
In figure 1 should read "Percentage of scored patients in the LRM group" and figure 2 "Percentage of scored patients with a S 10% risk of hospital mortality as assessed by the APACHE III predictive algorithm".
